Introduction
The most influential manual for psychiatric disorders, the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR) explicitly warns in its section on major depressive episode: 'Culture can influence the experience and communication of symptoms of depression. Underdiagnosis or misdiagnosis can be reduced by being alert to ethnic and cultural specificity in the presenting complaints of a Major Depressive Episode. For example, in some cultures, depression may be experienced largely in somatic terms, rather than with sadness or guilt' 1 . Uncertainty in clinicians about the validity of a diagnosis of depressive disorder according to DSM-IV-TR in patients from non-western backgrounds may subsequently lead to under-treatment.
Early clinical studies focused on the exotic and were peppered with reports of so-called culture-bound syndromes. In 1973, Julian Leff was one of the first to introduce epidemiological methods to make systematic cross-cultural comparisons 2 . The introduction of the DSM-III in 1980 stimulated a series of cross-national studies on the prevalence, course and outcome of major psychiatric disorders, which confirmed the assumption that depression is a medical condition occurring world-wide 3 . But questions remained on the ' strangeness' of the symptoms and pathogenesis of depression and anxiety in patients from non-Western cultures 4 . In the Netherlands, labour migration from Turkey and Morocco started halfway through the 1960s, when Western Europe's economy recovered rapidly and large labour shortages appeared. In Amsterdam, first-and second-generation immigrants from Turkey and Morocco form 14 4, 11 . On the other hand, clinical reports and impressions suggest exaggeration of depressive symptoms by some non-Western populations. For example, in a BritishTurkish comparative clinical study, Turkish depressive patients in Istanbul showed a higher tendency to emphasise symptoms 12 . A high tendency to report depressive symptoms has also been suggested as an explanation for the high levels of depressive symptoms found in population studies of Turkish and Moroccan immigrants in the Netherlands and Belgium 13, 14 . We investigated the association between depressive symptoms and functional disability across the two ethnic minority groups and the native Dutch study group.
The studies are published separately and as part of a thesis by the first author [15] [16] [17] [18] [19] . This paper summarises the main findings and discusses the clinical implications. For more details on the assessment, statistical analyses and results of the studies, we refer to the original articles.
Materials and methods
This work conforms to the values laid down in the Declaration of Helsinki (1964) . The protocol of this study has been approved by the relevant ethical committee related to our institution in which it was performed. All subjects gave full informed consent to participate in this study. 10, [27] [28] [29] . The CIDI is a structured psychiatric interview developed by the WHO for use in cross-national studies. The validity and reliability of the CIDI have proven adequate in a number of field trials around the world, including trials in Turkey, but not in Morocco 30, 31 . For Turkishspeaking respondents, the official Turkish translation of the CIDI was used 32 . The official Arabic CIDI translation was used as a source of information to translate the key terms into Moroccan Arabic 33 . All other questionnaires were translated into Turkish, and the key terms into Moroccan Arabic. After that, they were translated back into Dutch. If the translation differed from the original Dutch questionnaire, changes were discussed with the translators and adjusted 6 . All respondents were interviewed by bilingual interviewers, matched for gender and ethnicity. 
Sample

Results
Research population and response
Socio-demographic and clinical characteristics of the study population are summarised in Table 1 
Summary of main results
a) Symptom profile of depression
Our hypotheses that cultural differences would show most readily in the domains of cognitive evaluations or mood disturbances, but would be absent in the domains of psychomotor symptoms and the domain of vegetative symptoms were not confirmed by our findings: the five SCL-90-R and the five CIDI symptoms which showed item bias were scattered over the four domains 15 .
b) Co-morbidity of anxiety disorders and depressive disorders
The prevalence rate of co-morbid anxiety and depressive disorders was higher in Turkish-Dutch (9.8%) and Moroccan-Dutch (3.8%) subjects compared to native Dutch subjects (2.3%). In all ethnic groups, the percentage of co-morbid anxiety disorders increased with each increase in level of severity of the depressive disorder. The odds ratio of anxiety for depressive severity in Dutch natives is 2.6 (95% CI: 1.6-4.2). Compared to native Dutch subjects as reference group (OR set to 1), the unadjusted odds ratio of the presence of an anxiety disorders for depressive disorder severity was 1.1 (p = 0.849) in Turkish-Dutch and 1.6 (p = 0.221) in Moroccan-Dutch subjects 16 .
c) Association of personality and depression and/or anxiety
The association between personality factors and disorders (CIDI) or symptoms (SCL-90-R) of anxiety and depression appeared to be very similar in the Turkish-Dutch, MoroccanDutch and native Dutch respondents:
all showed the typical profile of high neuroticism and low extraversion, agreeableness and conscientiousness. In the logistic regression analyses with the CIDI, as well as in the multinomial analyses with the SCL-90-R, the interaction term of NEO-FFI factor with ethnicity did not contribute significantly to the model in four of the five personality domains. In all analyses, the main effects were in the same direction 17 .
d) Association of religious coping and depression
Across the ethnic groups, negative religious coping strategies had several positive associations with depressive symptoms and major depressive disorder: the most robust association was found for the item 'wondered whether God has abandoned me'. The interaction term with ethnicity was not significant.
e) Association of depression and functional impairments
The highest levels of disability, expressed by the highest WHODAS II scores, were found in Turkish-Dutch respondents, followed by MoroccanDutch respondents. Mean scores differed significantly between ethnic groups. Depression (assessed either by CIDI or SCL-90-R) was equally associated with functional impairment across ethnic groups, since the interaction terms with ethnicity were not significant 16 .
Discussion
Each of the studies summarised in this paper is a cross-cultural comparison of manifestations of depression in Turkish-Dutch, Moroccan-Dutch and native Dutch citizens of Amsterdam. In all studies, we found similarities rather than disparities between the two ethnic minority groups and native Dutch. The symptom profile of depression is comparable, as well as the association of depressive disorders and anxiety disorders. In the migrant groups and in the native Another limitation in all studies in this thesis is the definition of ethnic background. Ethnicity was defined using a proxy definition based on country of birth of the respondent and of his/her parents 21 . This definition obscures diversity within the ethnic minority groups, like variations in ethnic subgroups, acculturation status and social status.
Furthermore, a challenge lies in method bias and construct bias. Both outcome instruments (CIDI, SCL-90-R) have been used in other crosscultural studies. Moreover, all studies used a design in which intra-cultural differences are compared across cultures. Method bias is less likely to jeopardise the results of this type of analyses 34 . Still, in broader perspective, the studies risk to suffer from construct bias, or 'categorical fallacy', as anthropologist Arthur Kleinman called it: the erroneous assumption that conceptual categories that work well in one cultural context (i.e., 'depression' in as a disease category conceived in Western cultures), will have the same meaning and utility in another (i.e., non-Western immigrant groups in the Netherlands) 34, 35 . Extensive epidemiological research, pioneered by the WHO, has confirmed the assumption that depressive disorder is condition occurring worldwide 3 . In a way, the studies summarised in this paper are studies on construct validity of depression. By studying the symptom profile of depression and the association with anxiety, personality, religious coping and functional impairment, we investigated the cross-cultural equivalence in these aspects of depression.
The outline that emerges from the studies in his paper is that ethnicity is not a defining feature in various aspects of depression in Turkish-Dutch and Moroccan-Dutch compared to native Dutch citizens of Amsterdam. While these findings may help to diminish concerns about the applicability of state-ofthe-art diagnostic assessments in these groups, the question remains whether specific treatment is warranted. The access to mental health services has been shown to be equal for these two minority groups 23 . There is some evidence that treatment outcome is less favourable, although there is a paucity of data on effectiveness of culturally adapted treatments 36 . The findings discussed in this paper underscore the point of departure in the Dutch Supplement on cross-cultural topics in the standard Multidisciplinary Guideline for Depression: The standard guideline is applicable to patients from foreign background, unless interventions tailored to specific ethnic groups have proved more effective 37 .
Conclusion
Depressive disorders and symptoms have similar manifestations in Turkish-Dutch and Moroccan-Dutch as in native Dutch persons. These findings may help to diminish concerns about the applicability of the regular diagnostic procedures and stimulate adequate treatment of depressive disorder in these two major ethnic minority groups in the Netherlands.
